emphasizes the acute course of this disease in the Asian. The system of purdah is uncommon but is practised in some English cities (Dahya 1965) .
Injant Health
In 1965 48 per thousand children born to Asian parents in Bradford died in the first year of life as against 24 per thousand born to the white population. During the year the rates for the social classes were I & II, 12; III, 18; IV & V, 30 . A social class breakdown of the immigrant rate is unfortunately not available. In 1966 the infant mortality rate among Asian babies fell to 33 8 per thousand; a figure similar to that in Birmingham in 1964 (Millar 1964 . The rate for children of Asian parents in Bradford was 33-3 per thousand and for West Indians 26-5 per thousand, which compared favourably with a rate of 40-6 per thousand recorded for English social classes IV & V. This confirms clinical experience that immigrant mothers are much concerned with infant welfare. The death rate of babies born to immigrant men and low-class English girls is little short of appalling; considerable numbers, too, come into the care of the Local Authority.
Despite almost total adoption of Western artificial feeding habits (cf. West Indian customs, Martin 1965), infant feeding practices cannot be blamed for deaths of Asian infants from bronchopneumonia and gastroenteritis (Aykroyd & Hossain 1967) . Rickets, long mainly associated with dark skins, is a possibility and occurs in any under-privileged child where industrial smoke attenuates the sunlight. Paraffin heaters, a regular feature of West Indian lodgings, are a known fire hazard. It is possible that the upper respiratory tract infections to be found in many West Indian children are due to the high humidity resulting from the water vapour the heaters produce. A hazard to little boys of the Muslim culture is circumcision.
Dr H E Thomas (West Heath Hospital, Birmingham) 
Tuberculosis in Immigrants
The plan of this paper will be to consider briefly in general terms the factors that affect tuberculosis among immigrant groups, to review the evidence we have from local city surveys, from national surveys and from drug-resistance surveys and then to assess the conclusions of these findings.
General Problems
Considering the problem of migration and tuberculosis in general terms, it is likely that there will be a higher rate of this disease among migrant groups, even if they move between areas with similar incidence. Migrant groups contain a higher proportion of young adults who are associated with higher morbidity rates; change of environment may bring some into contact with tuberculosis for the first time and, in general, the conditions of housing of migrants are inferior.
If migration occurs from an area of low tuberculosis rates to one of high rates, then, in addition to these factors, there is an enhanced risk of a high proportion of primary infections with its attendant risk of subsequent post-primary disease. If migration occurs from areas of high tuberculosis rates to areas with low rates, then, unless there is a screening process, the migrant group is likely to carry with it a high level of tuberculosis which will become evident soon after the migration. One would expect, therefore, that tuberculosis would be more prevalent in any migrant group. I shall now consider some of the factual evidence in this country.
Local City Surveys
Surveys of the problem of tuberculosis in immigrants have been reported by Springett from Birmingham (1964 , by Stevenson from Bradford (1962) , by Nicol Roe from Uxbridge (1959), and byAspin from Wolverhampton (1962). These surveys have yielded similar findings, so I will limit myself to Birmingham as an illustration of how they have helped in the evolution of our knowledge of this problem.
From the beginning of 1956, Dr Springett arranged that, for every notification in the City of Birmingham, the tuberculosis health visitor should endeavour to ascertain the place of birth of the individual notified. Criticism has been levelled at the use of 'place of birth' as a criterion for classification, but this was chosen as being the most suitable, since it is recorded at a Census and, when this work began in 1956, a study was planned relating place of birth to each person enumerated. It must be admitted that working on the basis of place of birth deals only with true immigrants and does not enable the question of ethnic groups to be studied. For example, children born to immigrant parents will be recorded as British-born and not as immigrants, but for the purposes of this sort of general epidemiological study, this record of place of birth is the most satisfactory and certainly the least open to argument. The place of birth has the merits of simplicity and certainty.
The results are shown in Table 1 . In 1956, of 1,136 notifications of tuberculosis, 1,057 were among persons born in Great Britain and only 78 among persons born overseas. In 1965 there were 673 notifications; 408 were among persons born in Great Britain (less than half the 1956 figure) while 260 were among persons born overseas (three times the 1956 figure).
One of the features of this continuing record has been the extent to which every few years it has become possible to particularize the source of the problem in Birmingham to an ever greater degree. Thus, at the beginning, one was asking merely if there was a problem of tuberculosis amongst immigrants. Then, even in Dr Springett's first paper (Springett et al. 1958) , it became clear that this problem was present and much greater amongst immigrants from Asia than amongst those from the British Carribean or Ireland. The next phase, in the paper published in 1964, based on the Census of 1961, was to show that the problem was indeed one of immigrants from Pakistan to Birmingham. Although no formal study has been made, it has become evident recently that a very high proportion of the Pakistani patients come from a district called Mirpur near the disputed Indo-Pakistan border.
National Surveys
The most recent and complete information about tuberculosis among immigrants in England and Wales has resulted from the study carried out by the British Tuberculosis Association over a threemonth period in 1965, when all chest physicians in the country co-operated in sending a record to Dr A R Somner of all new notifications occurring in their area during this period. They were asked to send information about place of birth, type of disease, and other details of every new notification and, in this way, it became possible to find out what proportion of tuberculosis notifications were at that time due to tuberculosis in immigrants: 16-5% of notifications occurred in immigrants who formed about 4 % of the population studied. The notification rate of those born in India was 12 times, and for those born in Pakistan 26 times, that of those born in Britain.
In three towns, Halifax, Bradford and West Bromwich, the notifications among immigrants exceeded that among the native born. In four other towns, Bolton, Wolverhampton, Smethwick and Birmingham, and one county, Bedfordshire, the figure was greater than one-third of all notifications. The original paper should be consulted for further details (British Tuberculosis Association 1966) .
Evidence from Drug Resistance Surveys
The second National Drug Resistance Survey (Medical Research Council 1966) showed that for those who had lived in Great Britain since birth, 3% harboured drug-resistant organisms, whereas among Pakistani immigrants, 11 % harboured these organisms. The incidence of primary resistance was highest in most recent arrivals; for those who had been in this country for five years or longer, it was not very different from that of the native-born population, suggesting that this high drug resistance was a feature of disease brought with the migrants. We have found a similar picture in Birmingham.
Comments
There is plenty of evidence from the national surveys in Britain and from work generally in Pakistan and India and most parts of Asia to substantiate the fact that the tuberculosis levels in Asia are generally much greater than in this country and that among immigrants from that continent we are observing the migration from an area of high levels of tuberculosis to an area with markedly lower rates and with substantially no screening procedures until quite recent times. It is, therefore, hardly surprising that we have observed high rates of tuberculosis amongst these migrants on and after their arrival in this country. The background to tuberculosis in migrants from the British Caribbean is quite different. It is probable that cases of tuberculosis which occur among West Indians after arrival in this country are very largely due to infection after their arrival here.
What then of control measures? For the West Indians, if it is felt that the problem is large enough to justify special action, the appropriate measure would be BCG vaccination, preferably in the West Indies before coming to this country. On the other hand, it seems not unreasonable to believe that the infection in this country is being rapidly controlled and that the West Indians will share in this benefit of control of infection and that tuberculosis amongst them will remain a small problem and one that is diminishing, even though large-scale emigration from that area continues. We are less happy about a laissezfaire policy so far as immigrants from Asia are concerned. It is well accepted that there is a considerable amount of tuberculosis in Asia and, in the absence of screening procedures, it is inevitable that much tuberculosis will be brought in by the migrants. Until screening procedures have been carried out on an experimental basis and the results published, it is virtually impossible to know whether a high proportion of immigrants from that area does in fact arrive with tuberculosis or not.
Dr F J G Kinsella
(London (Heathrow) Airport)
The examination of immigrants carried out at London Airport is essentially clinical, though whenever possible a routine chest X-ray is done. Particular attention is paid to the eyes to exclude trachoma, a statutory cause of refusal, and to the respiratory system to exclude tuberculosis. All males are examined routinely to exclude venereal disease. The site of vaccination is also checked, and the skin scrutinized for leprosy or any other skin condition.
By far the commonest eye disease is pterygium, seen both in its active and inactive states among the Indians and Pakistanis. Clinical trachoma is extremely rare although cases of healed trachoma are occasionally seen.
Of the respiratory diseases tuberculosis takes pride of place and, since a 100 mm X-ray unit was installed in February 1965, 9,209 X-rays have been taken and 85 cases of active pulmonary tuberculosis discovered all, with one exception, being post-primary (Table 1) . The mental state of immigrants is extremely difficult to assess, with language difficulties and different senses of values pertaining in different countries. In 1966, 6 persons with mental illness were refused admission.
Overt venereal disease is rare among immigrants and in 1966 no immigrant was refused admission for this reason. In 1965 venereal disease was the cause of 8 refusals. I personally have never seen venereal disease in a Pakistani or an Indian; when it does occur it is usually in a West Indian immigrant. Of the venereal diseases, gonorrhoea is the most common.
In general I agree with the proposals of the working party, and feel that examination should be extended to the whole family and should include X-ray, stools, urine and possibly blood tests, though I have some doubt as to the value of a single specimen. I suggest that the examining doctor should be appointed subject to approval by the British Government.
